PHARM hee EA) os» terns 


Dashboard / My courses / MCQ Question Bank / Ethics / Law, Canadian System / Quality & Safety - Quiz 3 


QUIZ NAVIGATION 


a 


Rose Want 


[Started on ] Monday, 12 August 2024, 4:44 AM 
[State ) 


Finished 


‘Completed on | Monday, 12 August 2024, 4:50 AM 
5 mins 55 secs 
[Marks | 


Grade 


8.0/10.0 
80.0 out of 100.0 


6] {7} [8] [2] Go 
Show one page at a time 
Finish review 


Question 1 
1D: 53214 
Incorrect 


Y Fag question 


EE 


Question 2 


All of the following statements are correct regarding the National Coordinating Council for Medication Error 
Reporting and Prevention (NCC MERP), EXCEPT: 


Select one: 


It sponsors a reporting system that classifies errors in the United States and other countries 3 
It recommends that medication error rates be compared among health care organizations Y 
It lacks validity and can undermine efforts to achieve full reporting * 


ISMP Canada does not endorse the use of this * 


system for reporting errors Rose Wang (ID:113212) this answer is 


incorrect. This statement is true. 


Marks for this submission: 0.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 


To understand the role of the National Coordinating Council for Medication Error Reporting and Prevention 
(NCC MERP). 


BACKGROUND: 


The National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP) is a reporting 
system that classifies errors in many countries. It does not recommend that error rates be compared across 
organizations because it creates an environment of blame or punitive measures. Canadian hospitals do not 
endorse benchmarking errors as a quality indicator. Under-reporting of errors can occur because some errors 
do not fit the NCC MERP categories and details on how the error occurred may not be provided when using 
the classification. 


A Canadian version of the medication safety self-assessment has been developed by ISMP Canada (called 
CMIRPS) that is used in hospital practice. This tool has been used to determine if safe medication practices 
can be incorporated into hospital medication management systems. 


RATIONALE: 
Correct Answer: 
+ It recommends that medication error rates be compared among health care organizations - NCC 


MERP does not recommend that error rates be compared across organizations because it creates an 
environment of blame or punitive measures, 


Incorrect Answers: 


* It sponsors a reporting system that classifies errors in the United States and other countries - 
This statement is true. 


It lacks validity and can undermine efforts to achieve full reporting - This statement is true as 
under-reporting of errors can occur. 


ISMP Canada does not endorse the use of this system for reporting errors - This statement is true. 


TAKEAWAY/KEY POINTS: 


The NCC MERP is a reporting program to minimize medication incidents across many countries; however, 
Canada has their own preferred system 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 
[2] The Canadian Medication Incidence Reporting and Prevention System. CMIRPS. https://www.cmirps- 

i ?p=148lang=: 
[B] National Coordinating Council for Medication Error Reporting and Prevention. Vision and Mission. 
https://www.nccmerp.org/vision-and-mission 


The correct answer is: It recommends that medication error rates be compared among health care 
organizations 


While hospitalized for an appendectomy, SJ was given an unintended extra dose of antibiotics. As a 


1D: 53215 
Corect 


Fag question 


Question 3 
1D: 53217 
Incorrect 


Fag question 


result, SJ required extra monitoring but no interventions. 


According to the National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP) 
index, this is classified as: 


Select one: 
No error X% 
Error, v A 
ine) Rose Wang (1D:113212) this answer is correct. There was an error, but since the patient 
estes did not develop any adverse reactions and no interventions were required, no apparent 


harm was done. 


Error; harm % 
Error; death % 


Mares for this submission: 1.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 


To understand the role of the National Coordinating Council for Medication Error Reporting and Prevention 


(NCC MERP). 


BACKGROUND: 


The National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP) is a reporting 
system that classifies errors in many countries. It does not recommend that error rates be compared across 
organizations because it creates an environment of blame or punitive measures. Canadian hospitals do not 
endorse benchmarking errors as a quality indicator. Under-reporting of errors can occur because some errors 
do not fit the NCC MERP categories and details on how the error occurred may not be provided when using 
the classification 


A Canadian version of the medication safety self-assessment has been developed by ISMP Canada (called 
CMIRPS) that is used in hospital practice. This tool has been used to determine if safe medication practices 
can be incorporated into hospital medication management systems. In this case, there was an error, but since 
the patient did not develop any adverse reactions and no interventions were required, no apparent harm was 
done. 


RATIONALE: 
Correct Answer: 


© Error; no harm - There was an error, but since the patient did not develop any adverse reactions and 
no interventions were required, no apparent harm was done. 


Incorrect Answers: 
© No error - There was an error, as an extra dose of antibiotic was given to the patient. 


© Error; harm - No apparent harm was done, as the patient did not develop any adverse reactions and 
no interventions were required. 


e Error; death - Death did not occur. 


TAKEAWAY/KEY POINTS: 


The NCC MERP is a reporting program to minimize medication incidents across many countries; however, 
Canada has its own preferred system. 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 


[2] The Canadian Medication Incidence Reporting and Prevention System. CMIRPS. https://www.cmirps- 
scdpim.ca/?p=148lang=en. 


B] National Coordinating Council for Medication Error Reporting and Prevention. Vision and Mission. 
httos://www.nccmerp.org/vision-and-mission 

[4] National Coordinating Council for Medication Error Reporting and Prevention. NCC MERP Index for 
Categorizing Medication Errors. 
https://web.archive.org/web/20140726050718/http://www.nccmerp.ora/pdf/indexColor2001-06-12.pdf 


The correct answer is: Error; no harm 


A patient received the wrong medication from the pharmacy. The medication he received caused him 
to develop an adverse event that was resolved with treatment. 


According to the National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP 
Index), this is an error in Category: 


Select one: 


Category A % 


Rase Wane (ID:113212) this answer is incarvert. This i not the carrar? cataanvication far this arrar 


Category C * 
Category EY 
Category F X 


Marks for this submission: 0.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 


To understand the role of the National Coordinating Council for Medication Error Reporting and Prevention 
(NCC MERP). 


BACKGROUND: 


The National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP) is a reporting 
system that classifies errors in many countries. It does not recommend that error rates be compared across 
organizations because it creates an environment of blame or punitive measures. Canadian hospitals do not 
endorse benchmarking errors as a quality indicator. Under-reporting of errors can occur because some errors 
do not fit the NCC MERP categories and details on how the error occurred may not be provided when using 
the classification 


A Canadian version of the medication safety self-assessment has been developed by ISMP Canada (called 

CMIRPS) that is used in hospital practice. This tool has been used to determine if safe medication practices 

can be incorporated into hospital medication management systems. In this case, there was an error, but since 

the patient did not develop any adverse reactions and no interventions were required, no apparent harm was 
lone. 


The NCC MERP is divided into different error categories (NCC MERP Index): 


Category A is defined as circumstances or events that have the capacity to cause an error but have not 
caused an error 


Category B is defined as an error that occurred but did not reach the patient (i.e. near miss) 


Category C is defined as an error that happened to reach the patient, yet did NOT cause him/her any 
harm 


Category D is defined as an error that reaches a patient and requires monitoring or intervention to 
prevent harm 


Category E is defined as an error associated with temporary harm in the patient which needed 
interventional treatment 


Category F is defined as an error associated with temporary harm in the patient which needed 
hospitalization for resolution 


Category G is defined as an error that may have lead to permanent patient harm 


Category H is defined as an error associated with life-threatening harm to the patient which requires 
interventional treatment 


Category | is defined as an error that may have led to patient death 
RATIONALE: 


Correct Answer: 


* Category E - Category E is defined as an error associated with temporary harm in the patient which 
needed interventional treatment. 


Incorrect Answers: 
* Category A - This is not the correct categorization for this error. 
* Category C - This is not the correct categorization for this error. 


* Category F - This is not the correct categorization for this error. 


TAKEAWAY/KEY POINTS: 


The NCC MERP is a reporting program to minimize medication incidents across many countries with a 
categorization of error type. 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 

[2] The Canadian Medication Incidence Reporting and Prevention System. CMIRPS. https://www.cmirps- 
scdpim.ca/?p=148lang=en 
[3] National Coordinating Council for Medication Error Reporting and Prevention. Vision and Mission. 
https://www.nccmerp.org/vision-and-mission. 

[4] National Coordinating Council for Medication Error Reporting and Prevention. NCC MERP Index for 
Categorizing Medication Errors. 

https://web archive.org/web/201407260507 18/http://www.nccmerp.org/pdf/indexColor2001-06-12.pdf. 


The correct answer is: Category E 


Question 4 According to the National Coordinating Council for Medication Error Reporting and Prevention Index for 
10253216 Categorizing Medication Errors, a Category | error is one that: 


Corect 


Select one: 


Caused harm that resolved with treatment ® 


Did not occur * 
Did not cause harm * 


May have contributed tothe ¥ 


patient's death Rose Wang (ID:113212) this answer is correct. Category lis an 


error that leads to death. 


Marks for this submission: 1.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 


To understand the role of the National Coordinating Council for Medication Error Reporting and Prevention 


(NCC MERP). 


BACKGROUND: 


The National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP) is a reporting 
system that classifies errors in many countries. It does not recommend that error rates be compared across 
organizations because it creates an environment of blame or punitive measures. Canadian hospitals do not 
endorse benchmarking errors as a quality indicator. Under-reporting of errors can occur because some errors 
do not fit the NCC MERP categories and details on how the error occurred may not be provided when using 
the classification. 


A Canadian version of the medication safety self-assessment has been developed by ISMP Canada (called 
CMIRPS) that is used in hospital practice. This tool has been used to determine if safe medication practices 
can be incorporated into hospital medication management systems. In this case, there was an error, but since 
the patient did not develop any adverse reactions and no interventions were required, no apparent harm was 
done. 


The NCC MERP is divided into different error categories (NCC MERP Index): 


* Category A is defined as circumstances or events that have the capacity to cause an error but have not 
caused an error 


* Category B is defined as an error that occurred but did not reach the patient (i.e. near miss) 


* Category C is defined as an error that happened to reach the patient, yet did NOT cause him/her any 
harm 


* Category D is defined as an error that reaches a patient and requires monitoring or intervention to 
prevent harm 


* Category E is defined as an error associated with temporary harm in the patient which needed 
interventional treatment 


© Category F is defined as an error associated with temporary harm in the patient which needed 
hospitalization for resolution 


* Category G is defined as an error that may have lead to permanent patient harm 


e Category H is defined as an error associated with life-threatening harm to the patient which requires 
interventional treatment. 


* Category | is defined as an error that may have led to patient death 
RATIONALE: 


Correct Answer: 


* May have contributed to the patient's death - Category | is an error that leads to death. 


Incorrect Answers: 
* Caused harm that resolved with treatment - This is category E. 
* Did not occur - This is category A. 


* Did not cause harm - This is category C. 


TAKEAWAY/KEY POINTS: 


The NCC MERP is a reporting program to minimize medication incidents across many countries with a 
categorization of error type. 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp org/default.asp. 
[2] The Canadian Medication Incidence Reporting and Prevention System. CMIRPS. https://www.cmirps- 


endrin rafine tlannman 


Question 5 
1D: 53202 


Corect 


Question 6 
1D: 53200 


scathing tenes aa 


BB] National Coordinating Council for Medication Error Reporting and Prevention. Vision and Mission. 
httos://www.ncemerp.org/vision-and-mission. 

[4] National Coordinating Council for Medication Error Reporting and Prevention. NCC MERP Index for 
Categorizing Medication Errors. 

https://web archive.org/web/20140726050718/http://www.nccmerp.org/pdf/indexColor2001-06-12.pdf. 


The correct answer is: May have contributed to the patient's death 


All of the following are errors of commission, EXCEPT: 


Select one: 
Administration of a medication at the wrong time * 
Filling the prescription for the wrong patient X 
Instilling ear drops in the eye ¥ 


Forgetting to write the strength of the v 


a Rose Wang (ID:113212) this answer is 


correct. This is an error of omission. 


Marks for this submission: 1.0/1.0, 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand errors of omission and commission. 


BACKGROUND: 


Errors of omission occur when information essential to filling a prescription is missing (ex. drug, dose, or 
dosage form not specified on the prescription). Since the prescription cannot be filled until clarified, these 
errors pose minimal risk to the patient. Errors of commission include incorrectly specifying the dosage 
regimen or strength on a prescription. Since the prescription could be filled, commission errors can harm the 
patient. 


RATIONALE: 


Correct Answer: 


* Dosage missing on a prescription written by a doctor - Since the doctor forgot to write the 
intended dose, it is an error of omission (omitting crucial information). 


Incorrect Answers: 


* Error during transcription of a prescription - Errors of commission broadly include the occurrence 
of something that was not desired to have occurred. In this case, transcribing the script incorrectly was 
not the desired outcome. 


* Error during monitoring - Errors that happen after the dispensing of the drug are errors of 
commission (not omission). 


* Wrong dose given by a nurse - Errors that happen after the dispensing of the drug are errors of 
commission (not omission). 


TAKEAWAY/KEY POINTS: 


Omission errors occur when someone forgets to perform a task, whereas commission errors occur when 
someone has performed something that should not have been performed. 


REFERENCE: 


[1] Grober ED, Bohnen JMA. Defining medical error. Canadian Journal of Surgery. 2005; 48(1):39-44. 
https://www.ncbi:nlm.nih.gov/amc/articles/PMC321 1566/. 


The correct answer is: Forgetting to write the strength of the medication on the prescription 


Which of the following is an error of omission? 


Select one: 
Dosage missiñngona Y 
prescription written by a Rose Wang (ID:113212) this answer is correct. Since the doctor forgot 
doctor to write the intended dose, it is an error of omission (omitting crucial 
information). 


Error during transcription of a prescription X 
Error during monitoring % 


Wrong dose given by a nurse % 


Question 7 
1D: 53218 


Corect 


Marks for this submission: 1.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand errors of omission and commission. 


BACKGROUND: 


Errors of omission occur when information essential to filling a prescription is missing (ex. drug, dose, or 
dosage form not specified on the prescription). Since the prescription cannot be filled until clarified, these 
errors pose minimal risk to the patient. Errors of commission include incorrectly specifying the dosage 
regimen or strength on a prescription. Since the prescription could be filled, commission errors can harm the 
patient. 


RATIONALE: 
Correct Answer: 


* Dosage missing on a prescription written by a doctor - Since the doctor forgot to write the 
intended dose, it is an error of omission (omitting crucial information). 


Incorrect Answers: 


* Error during transcription of a prescription - Errors of commission broadly include the occurrence 
of something that was not desired to have occurred. In this case, transcribing the script incorrectly was 
not the desired outcome. 


* Error during monitoring - Errors that happen after the dispensing of the drug are errors of 
commission (not omission). 


* Wrong dose given by a nurse - Errors that happen after the dispensing of the drug are errors of 
commission (not omission). 


TAKEAWAY/KEY POINTS: 


Omission errors occur when someone forgets to perform a task, whereas commission errors occur when 
someone has performed something that should not have been performed. 


REFERENCE: 


[1] Grober ED, Bohnen JMA. Defining medical error. Canadian Journal of Surgery. 2005; 48(1):39-44. 
https://www.ncbi:nlm.nih.gov/pmc/articles/PMC321 1566/. 


The correct answer is: Dosage missing on a prescription written by a doctor 


Pediatric patients are at risk of adverse events due to: 


|. Differences in pharmacokinetic parameters as compared to adults 
Il, Lack of available dosage forms for children 
Ill. Errors that could occur during the calculation of doses based on age and mass 


Select one: 
lonly X% 
Il only * 


land thonly% 


1, Ul, v 
and Ill Rose Wang (ID: 113212) this answer is correct. All the above statements are correct in the 
pediatric patient population. 


Marks for this submission: 1.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the factors that impact pharmaceutical care in pediatric patients. 


BACKGROUND: 


Pediatric children have greater variability in pharmacokinetic parameters. Many medications are not 
produced in pediatric dosage forms, yet they are still used outside the product monograph indications. 
Anytime calculations are required, human error can be a factor. As a result, some hospitals have configured 
their order entry systems to require a "double-check" on orders entered for pediatric patients. 


RATIONALE: 
Correct Answer: 


© L IlL and Ill - All the above statements are correct in the nediatric patient nonulation. 


Question 8 


1p: 53209 


Corect 


Question 9 
1D: 53210 


Incorrect Answers: 
* Lonly - This is not the only correct option. 
* IL only - This is not the only correct option. 


* Land Il only - This is not the only correct option. 


TAKEAWAY/KEY POINTS: 


The provision of pharmaceutical care in pediatric patients involves consideration of the differences in 
pharmacokinetics, lack of dosage forms and correct dose calculations. 


REFERENCE: 


[1] Lu H, Rosenbaum S. Developmental Pharmacokinetics in Pediatric Populations. The journal of pediatric 
pharmacology and therapeutics. 2014; 19(4):262-276. doi: 10.5863/1551-6/76-19.4.262. 


The correct answer is: |, Il, and III 


According to ISMP recommendations, which of the following instructions are the safest to write? 


Select one: 
QD 
QID * 
Subcutaneous ¥ 


Rose Wang (ID:113212) this answer is correct. Writing out the full word can 
minimize misinterpretation. 


POOD* 


Marks for this submission: 1.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the role of the Institute for Safe Medication Practices (ISMP). 


BACKGROUND: 


The ISMP is a non-profit organization that analyzes and promotes safe medication practices by working with 
various stakeholders including pharmaceutical companies, hospitals, and health care providers. ISMP collects, 
reviews and analyzes medication incidents as well as near-miss reports. It then disseminates the information 
for knowledge translation using medication safety alert tools such as the ISMP Canada Safety Bulletin. They 
also have compiled a list of abbreviations, symbols and notations that should be avoided due to the risk of 
error. Itis recommended to avoid acronyms or short-form notation, as these can be misinterpreted, leading 
to error and patient harm. It is thus preferred to write directions clearly, using full words rather than 
abbreviations. 


RATIONALE: 
Correct Answer: 


* Subcutaneous - Writing out the full word can minimize misinterpretation. 


Incorrect Answers: 
e QD - This is not the safest to write. 
e QID - This is not the safest to write. 
e POOD - This is not the safest to write. 


TAKEAWAY/KEY POINTS: 


The ISMP is a not-for-profit organization that has curated a list of abbreviations that should be avoided due 
to tisk of error. In general, writing out directions in full can minimize misinterpretation. 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 

[2] ISMP Canada Safety Bulletin. Eliminate Use of Dangerous Abbreviations, Symbols, and Dose Designations. 
2006. 6(4). http://www.ismp-canada.org/download/safetyBulletins/ISMPCSB2006-04Abbr.pdf. 


The correct answer is: Subcutaneous 


According to the Institute for Safe Medication Practices (ISMP), which of the following dosages is recorded in 
a safe manner? 


Question 10 
ID: 53208 


Corect 


Select one: 


75.0 mg % 

.6500 mg% 

0.25 4 

Ta Rose Wang (ID:113212) this answer is correct. This notation is correctly written without 
any omissions or redundancies. 

.660 mg % 


Marks for this submission: 1.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the role of the Institute for Safe Medication Practices (ISMP). 


BACKGROUND: 


The ISMP is a non-profit organization that analyzes and promotes safe medication practices by working with 
various stakeholders including pharmaceutical companies, hospitals, and health care providers. ISMP collects, 
reviews and analyzes medication incidents as well as near-miss reports. It then disseminates the information 
for knowledge translation using medication safety alert tools such as the ISMP Canada Safety Bulletin. They 
also have compiled a list of abbreviations, symbols and notations that should be avoided due to the risk of 
error. It is recommended to avoid acronyms or short-form notation, as these can be misinterpreted, leading 
to error and patient harm. It is thus preferred to write directions clearly, using full words rather than 
abbreviations, Recommendations state that no trailing zeros after a decimal point and no decimal points 
without a zero preceding them should be used. 


RATIONALE: 
Correct Answer: 

© 0.25 mg - This notation is correctly written without any omissions or redundancies. 
Incorrect Answers: 


e 75.0 mg - This notation has a trailing zero. Recommendations state that no trailing zeros after a 
decimal point and no decimal points without a zero preceding them should be used. 


.6500 mg - This notation has two trailing zeros and a decimal point without a zero preceding it. 
Recommendations state that no trailing zeros after a decimal point and no decimal points without a 
zero preceding them should be used. 


.660 mg - This notation has a trailing zero and a decimal point without a zero preceding it. 
Recommendations state that no trailing zeros after a decimal point and no decimal points without a 
zero preceding them should be used. 


TAKEAWAY/KEY POINTS: 


The ISMP is a not-for-profit organization that has curated a list of abbreviations that should be avoided due 
to tisk of error. 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 

[2] ISMP Canada Safety Bulletin. Eliminate Use of Dangerous Abbreviations, Symbols, and Dose Designations. 
2006. 6(4). http://www.ismp-canada.org/download/safetyBulletins/ISMPCSB2006-04Abbr.pdf. 


The correct answer is: 0.25 mg 


According to the Institute for Safe Medication Practices (ISMP), which of the following is NOT a high-alert 
class of medication? 


Select one: 
Potassium chloride (KCl) * 
Opioids X% 
Chemotherapy agents * 
Normal ~ 
salné Rose Wang (ID:113212) this answer is correct. Saline concentration above 0.9% would 


bea high-alert medication. An example is hypertonic (3% NaCl). 


Mares for this submission: 1.0/1.0. 


TOPIC: Quality and Safety 


LEAKNING UBJECIIVE: 
To understand the role of the Institute for Safe Medication Practices (ISMP). 


BACKGROUND: 


The ISMP is a non-profit organization that analyzes and promotes safe medication practices by working with 
various stakeholders including pharmaceutical companies, hospitals, and health care providers. ISMP collects, 
reviews and analyzes medication incidents as well as near-miss reports. It then disseminates the information 
for knowledge translation using medication safety alert tools such as the ISMP Canada Safety Bulletin. They 
also have compiled a list of abbreviations, symbols and notations that should be avoided due to the risk of 
error. It is recommended to avoid acronyms or short-form notation, as these can be misinterpreted, leading 
to error and patient harm. It is thus preferred to write directions clearly, using full words rather than 
abbreviations. Recommendations state that no trailing zeros after a decimal point and no decimal points 
without a zero preceding them should be used. ISMP also has a list of high-alert medications that can lead to 
a higher risk of patient harm when used in error. Examples include chemotherapeutic agents, hypertonic 
solutions, potassium chloride and opioids (not exhaustive list, there are more found in the reference below). 


RATIONALE: 
Correct Answer: 


* Normal saline - Saline concentration above 0.9% would be a high-alert medication, An example is 
hypertonic (3% NaCl). 


Incorrect Answers: 


* Potassium chloride (KCI) - Potassium chloride is a high-alert medication due to a history of patients 
who have died when KCI was mistaken for sterile water for injection. 


e Opioids - Opioids are a high-alert medication due to the potential for errors causing harm. 


* Chemotherapy agents - Chemotherapy agents are high-alert medications due to the potential for 
errors causing harm. 


TAKEAWAY/KEY POINTS: 


The ISMP is a not-for-profit organization that has curated a list of abbreviations that should be avoided due 
to tisk of error, They have also created a list of high-alert medications that if used in error can have 
detrimental effects on patients. 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 

[2] ISMP Canada Safety Bulletin. Eliminate Use of Dangerous Abbreviations, Symbols, and Dose Designations. 
2006. 6(4). http://www.ismp-canada.org/download/safetyBulletins/ISMPCSB2006-04Abbr.pdf. 

B] Institute for Safe Medication Practices, ISMP List of High-Alert Medications in Acute Settings. 
https://mww.ismp.org/sites/default/files/attachments/2018-08/highAlert2018-Acute-Final,pdf 


The correct answer is: Normal saline 


Finish review 
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